Case Report A single man aged 65 years was referred to the Department of Venereology in 1949 on account of extensive necrosis of the skull and gangrene of the right foot.
The precipitating factor was an obnoxious smell, attributed to a blocked drain, which was reported by some of his neighbours to the local Sanitary Authority. Through the Medical Officer of Health, the patient was eventually compelled to allow the Sanitary Authority's representative to enter the premises and the source of the smell was soon apparent, that is to say, from the necrotic skull.
History.-According to the patient, in 1905 he suffered from a rash which appeared a few weeks after an acute urethritis. In 1921 he developed a painless ulcer on the right forehead, and similar lesions appeared on the thighs and elbows. These were unsuccessfully treated by the patient himself with ointments and blood mixtures.
In 1926 he reported at the local Venereal Diseases Clinic having developed an enormous ulcer of the scalp extending from the forehead to the occiput and from which, it appears, pieces of necrotic bone were removed. He subsequently attended the local clinic somewhat sporadically until 1935.
Examination.-On his admission to the Department of Venereology, Newcastle, in 1949, examination showed a complete absence of healthy bone above a line encircling the skull, roughly 2 in. above the orbital margins and the ears (Fig. 1) . Three-quarters of the vault consisted of brownish-black necrotic bone which crumbled between the fingers, and beneath this and separating it from the brain was a cavity 2 to 21 in. in depth containing foul-smelling pus. Beneath this there was a layer of flakey, pink or dark brown crusts, the removal of which revealed arterial pulsation in places. The tibiae were grossly thickened but no pain could be elicited on percussion.
There were numerous tissue-paper scars on the upper part of the chest and back and on the arms, and gummatous ulceration of both legs from knees to ankles, accompanied by oedema of the feet. On the distal half of the dorsum of the right foot including the toes, was a black, warty, sodden area with superficial ulceration. *Received for publication March 13, 1958 
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The liver extended two finger-breadths below the costal margin.
Cardiovascular examination revealed systolic and diastolic murmurs in all areas with slight cardiac enlargement, B. P. 142/70.
Examination of the central nervous system showed that Argyll Robertson pupils and slight bilateral exophthalmos were present. Initial deafness was considerably improved by ear syringing, and his sense of taste and smell improved rapidly. The patient had had a speech impediment from infancy. His mental faculties were in some respects above average; arithmetical problems could be calculated with remarkable rapidity and his memory for recent and past events was remarkably good.
BRITISH JOURNAL OF VENEREAL DISEASES Laboratory Investigations.-The blood Wassermann reaction was strongly positive, but the cerebrospinal fluid revealed no abnormalities.
Blood examination initially revealed intense anaemia; but subsequent bi-weekly blood examinations showed a rise in haemoglobin from 6 -I to 11* 3 gm./ 00 ml. followed by a fall to 6 -5 gm./O00 ml. immediately before death.
Cultures of the pus removed in large quantities from beneath the necrotic skull repeatedly yield-d B. proteus and B. pyocyaneus, both sensitive to streptomycin.
Radiological Reports: 26.8.49. "There is a large area of bone destruction over the vertex of the skull, the frontal bone and both parietal bones being involved. There is an actual defect approximately 4 by 3 ins. with its centre over the bregma. More posteriorly the parietal bones are irregularly eroded, without any new bone formation. The appearance is that of osteitis" (Fig. 2) . 27.10.49. "There has been some further loss of bone in the posterior part of the vertex, and further involvemont of the frontal bone. A sequestrum is forming in the region of the external occipital protuberance. There is more erosion of the right parietal bone extending down through the temporal bone towards the right wing of the sphenoid." 9.5.50. (Fig. 3) -. .-.,,! .," ",,"' ,:.
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-:--i. .:..., (Fig. 8) which formed a thick investment of the exposed part of the dura. The dura itself was thickened by dense fibrous tissue (Fig. 8) , but the pia mater and underlying brain tissues were apparently unaffected. At the margin of the ulcer the exposed bone was necrotic but still attached to living bone (Fig. 7) . On examining this region in more detail it was found that the skin epithelium was reflected on to the under surface of the scalp so as to separate it from this dead bone (Figs 7 and 9) , and also that the dead bone was separated from the underlying dura mater by another layer of squamous epithelium (Fig. 10 ). There were thus three layers of epithelium with a layer of sequestrated bone between the inner two, and an interesting point was that, at the junction of the dead with the living bone, squamous epithelium could be seen penetrating through the interstices to form a connexion (Fig. 11) . Thus the whole of the living tissue was invested by a layer of squamous epithelium.
Sections of the healed gummata on the legs showed periosteal thickening of the long bones. The aorta showed a moderate, apparently inactive, syphilitic mesaortitis.
There was extensive amyloidosis of the kidneys, spleen, liver, adrenals, and bone marrow. In the spleen this had replaced the Malpighian bodies and in the adrenals it had almost entirely replaced the cortex, while in the kidneys it affected the glomerular capillaries (Fig. 12) .
